The case presented demonstrates the possibility of late failure of laparoscopic female sterilisation due to migration of a Falope ring with tubal recanalisation as a possible mechanism.
Case report
A 37-year-old female was referred in September 1999 by her general practitioner with 5 weeks amenorrhoea and a 2-day history of worsening abdominal pain with vaginal bleeding. Clinical assessment revealed a soft, non-tender abdomen, blood in the vagina and a closed cervix. A hospital pregnancy test for human chorionic gonadotrophin (HCG) was positive at greater than 50 iU/L. The next morning the pain had settled along with the bleeding. A transvaginal ultrasound scan showed an empty uterus with an endometrium measuring 4.9 mm. There was no demonstrable free fluid in the pouch of Douglas, nor were there any adnexal masses visible. It was noteworthy that the patient had been sterilised 7 years previously. A diagnosis of complete miscarriage was made, and follow-up was arranged to discuss future contraception.
At gynaecology outpatients the patient reported that she had had a subsequent menstrual period since admission. She requested a second sterilisation procedure and was started on the combined oral contraceptive pill until the operation date. A review of the hospital notes revealed that the patient had previously undergone a laparoscopic Falope ring sterilisation undertaken by a consultant gynaecologist.
During the second laparoscopic sterilisation procedure in January 2000 the Falope ring on the left fallopian tube was seen and appeared to be occluding the cornual segment of tube ( 
Discussion
The use of the Falope ring was first described by Yoon in 1974 as an alternative technique for sterilisation at a time when laparoscopic electrocautery was in widespread use. 1 It was reported to reduce complication rates compared to unipolar diathermy and enhance pregnancy rates for those women requesting reversal. 2 Furthermore, the success rate of this method of sterilisation has been confirmed by several studies from different parts of the world and it is thus used widely in gynaecological practice. 3, 4 Moreover, the rate of tubal patency following this method of sterilisation is low, and if patency is demonstrated postprocedure it does not appear to lead to pregnancy. 3 Following this case we undertook a literature search using Medline for the years 1966-2000 for articles relating to Falope ring sterilisation, to determine failure rates per method and to ascertain mechanisms for failure. The largest study to date examining sterilisation failure was reported by Peterson et al in 1996. 5 The CREST data reveal that failure rates for different methods of sterilisation vary widely between 7.5 and 36.5 per 1000 procedures after 10 years. Other factors, including age at sterilisation and race, also appear to influence the failure rate. 5 According to Peterson's data our patient could have expected a cumulative risk of pregnancy during the seventh post procedure year of 13 per 1000 (confidence interval 3.4-22.5).
The data on the mechanisms for failure are less well understood. Early failure of sterilisation is primarily thought to occur in association with incorrect application of the ring at the primary procedure, and this type of failure is is most likely to happen within the first year. 6, 7 Later failure is more likely to be associated with recanalisation of the fallopian tube. 8 Migration of occlusive clips such as the Filshie as a potential mechanism for late recanalisation has recently been proposed by a report in this journal. 9 This case report is noteworthy with regard to the Falope ring as, to our knowledge, it is the first to confirm that these silicone bands may also migrate, thus allowing spontaneous recanalisation and the risk of subsequent pregnancy.
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